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rate the perceived difficulty of coping
with various life events, rated
bedwetting as the ninth most difficult
of 21 conditions even if they did not
suffer from the condition.5

Bedwetting can cause severe
emotional and financial stresses on the
family. Parents may feel very guilty and
helpless, particularly if they suffered as
children themselves. It can also lead to
parental intolerance.

PATHOPHYSIOLOGY
Bedwetting occurs when a child or
young person cannot wake to a full
bladder, or cannot stop nocturnal
bladder contractions. This is the basis
of the three systems approach to the
management of the condition which
was put forward by Butler and Holland
in 2000, and has been generally
adopted by enuresis services in 
the UK.6

The three systems are:
• poor arousal from sleep
• nocturnal polyuria
• bladder dysfunction

Poor arousal from sleep
Most parents say that their enuretic
child is a deep sleeper. In fact, the
problem seems to be poor non-
specific arousal to any stimulus, even
in light sleep. Almost all children with
nocturnal enuresis have this problem.
So, effectively, nocturnal enuresis is
one type of sleep disorder. Wetting
can, however, occur in any phase of
sleep, REM or non-REM, light or deep.

Nocturnal polyuria
Elegant experiments by Rittig in 1989
established that many children with
nocturnal enuresis have nocturnal
polyuria.7 This is usually caused by an
inadequate rise in vasopressin levels at
night, with consequent increased urine
production approaching daytime
levels. As a result, the bladder usually
fills in the first third of the night, and
wetting occurs when the child cannot
wake to the full bladder. Clinically,

Bedwetting is occasionally caused
by underlying medical conditions:
primarily urological, neurological, or
metabolic. It can also be associated
with obstructive sleep apnoea.
However, these causes are uncommon
in primary enuresis. A basic history
and examination should exclude these
conditions (see tables 1 and 2, left).
The history should be guided by the
three systems approach.

Establish the child’s and carer’s
views of the problem, and the impact
of the condition on them. Some
children/families are simply looking for
short-term treatment e.g. for sleep-
overs, or reassurance that there is not
an underlying medical problem; others
are desperate for treatment.

It is very important to elicit signs of
parental intolerance, where carers are
expressing anger, negativity or blame
towards the child. This makes
treatment more urgent because, in
certain cases, there may be a risk of
child abuse. For instance, up to a third
of parents have been found to punish
their children for bedwetting.9 The
most extreme example of child abuse
associated with bedwetting occurred
with Victoria Climbié.10 Some families
need a lot of support in dealing with
the problem. This support can often be
provided by school nurses or social
care agencies.

If the bedwetting has started in the
past few days or weeks, systemic
illness should be considered e.g. UTI or
diabetes mellitus. If there is general ill
health, then underlying physical causes
are much more likely. Nocturnal enuresis
per se does not cause general ill health.

With secondary enuresis, symptoms
or signs of medical and psychological
conditions or life events may be
elicited as possible causes, and may
need separate treatment. 

The pattern of bedwetting may
point towards nocturnal polyuria or
bladder dysfunction as the cause (see
pathophysiology, above).

Fluid intake
Children should be taking at least 
1.5 litres (six large drinks) spread
throughout the day. This is much more
important than fluid restriction at
night. However, children with a small
overactive bladder should restrict
fluids for 1.5 hours before bedtime.
Caffeine-containing drinks should 
be avoided.

Daytime micturition frequency
Normal micturition, with adequate
fluid intake, is four to seven times daily.

children with nocturnal polyuria tend
to flood the bed in the first third of the
night, not wake up, and not wet again
that night.

Bladder dysfunction
A significant proportion of children
with nocturnal enuresis also have
bladder dysfunction. This is usually
due to a small overactive bladder.
Wetting occurs when an abnormally
small bladder fills up or suddenly
contracts at night, in association with
poor arousal from sleep. Children with
bedwetting caused by an overactive
bladder tend to have a very variable
wetting pattern i.e. the patch size and
frequency of wetting varies. They may
wet several times in one night. Sometimes,
they wake after they are wet. These
children usually have associated
daytime bladder symptoms, such as
urgency and frequency. Occasionally,
they also have daytime wetting. 

A common comorbid factor is
constipation, which can cause or
exacerbate the bladder symptoms.
Some children with treatment-
resistant enuresis have been shown to
have spontaneous nocturnal bladder
contractions without any daytime
bladder symptoms.

Many children with nocturnal
enuresis have a mixed picture with all
three systems involved.

ASSESSMENT
NICE recently published guidelines on
the management of nocturnal
enuresis.8 These apply to children and
adolescents up to the age of 19. 

No minimum age limit is considered.
Children under seven years should not
be excluded from management.
Healthcare professionals should
persist if first-line treatment is
unsuccessful because successful
treatment has a positive effect on self-
esteem. The parents and child should
be informed that the wetting is not the
child’s fault, and that punitive
measures are not helpful.

Table 1
History
• Recent onset (days or weeks):
consider physical illness
• Secondary enuresis: consider
physical or emotional trigger factors 
• Pattern of wetting: may point to
nocturnal polyuria or bladder
dysfunction
• Daytime bladder symptoms
• Daytime fluid intake
• Daytime toileting patterns

Table 2
Physical examination
• Abdomen - kidneys, bladder,
constipation
• Lower limb neurology
• Lower spine - looking for external
signs of a cord lesion e.g. lipomas
• Blood pressure - where renal causes
are suspected
• Further examination as determined
by pointers in the history




